Introduction: We describe a patient who had ovarian and endometrial cancer which metastasized to sigmoid colon one year after surgery. Case Presentation: A 53-year-old woman was admitted with the complaints of abdominal pain, abdominal distension and postmenopausal bleeding. Her transvaginal ultrasound scan revealed a cystic mass containing papillary projections with the dimensions of 6.5 × 5 × 4 cm on the right ovary. Level of (carbohydrate antigen) (CA) 125 was 223 IU. Dilation and curettage revealed endometrioid adenocarcinoma. Debulking surgerywas carried out. Histopathological diagnosis was grade 2 adenocarcinoma with squamous differentiation for endometrial cancer and grade 2 endometrioid adenocarcinoma with squamous and mucinous differentiation for ovarian cancer. The stage was 1A for endometrial cancer and 1A for ovarian cancer. 12 months after the operation CA 125 level was 112 IU. Positron emission tomography (PET) scan showed a small lesion (1.5×1.5 cm) in the pelvic cavity with increased fluorodeoxyglucose (FDG) uptake. Five months after the chemotherapy, CA 125 level elevated from 10 to 60 IU and subsequent magnetic resonance imaging (MRI) revealed a tumoral mass with the dimensions of 3×2.2 cm. A second laparotomy was performed and the metastasis was excited. The tumor was endometrioid adenocarcinoma with infiltration in the serosa and muscularis propria of sigmoid colon. Conclusion: It is needed to consider the possibility of double cancer in the diagnosis and treatment of gynecological malignancies.
Introduction
The presence of synchronous primary malignancies in the female genital tract is relatively rare. Primary tumors in two organs within a single person is called synchronous primary malignancies. The two types of synchronous cancers commonly reported have been ovarian cancer and endometrial cancer (1, 2) . Synchronous primary tumor of the endometrium and ovary occur in up to 10% of all ovarian cancer cases and 5% of all endometrial cancer cases (3) . Patients with simultaneous uterine and ovarian cancers do generally show a better prognosis than those with metastatic disease. (2, (4) (5) (6) . We describe herein, a patient whose disease was not consistent with this data, she had ovarian cancer (stage 1A) and endometrial cancer (stage 1A) which metastasized to sigmoid colon one year after surgery.
Case Presentation
A 53-year-old postmenopausal women, with a history of 5 pregnancies, 2 deliveries, 1 dilatation and curettage and 2 missed abortus, admitted to our clinic with the complaints of abdominal pain, abdominal distension and postmenopausal bleeding. Her family and previous disease histories were unremarkable. Her physical examination and transvaginal ultrasound scan revealed free fluid in the abdominal cavity and a cystic mass containing papillary projections with the dimensions of 6.5 × 5 × 4 cm on the right ovary. Tumor marker (carbohydrate antigen) (CA) 125 was elevated, 223 IU. The dilatation and curettage was performed and the histopathological diagnosis of endometrial curettage was endometrioid adenocarcinoma. Computed tomography revealed no metastasis. Under the diagnosis of endometrial cancer and probably ovarian cancer; malignant ascites sampling, radical hysterectomy, bilateral salpingo-oophorectomy, pelvic and paraaortic lymphadenectomy, omentectomy, appendectomy and cytologic sampling of the undersurface of the diaphragm were carried out (tumor free). Histopathological diagnosis of endometrial cancer was grade 2 adenocarcinoma with squamous differentiation (stage 1A) with less than Introduction Throughout the history of the world, the ones who had confronted the bitterest face of poverty and war had always been the women. As known poverty and war affects human health either directly or indirectly, the effects of this condition on health and status of women in the society should not be ignored. This study intends to cast light on the effects of war and poverty on the reproductive health of women. For this purpose, the face of war affecting the women, the problem of immigration, inequalities in distribution of income based on gender and the effects of all these on the reproductive health of women will be addressed.
War and Women's Health
Famine, synonymous with war and poverty, is clearer for women; war means deep disadvantages such as full destruction, loss of future and uncertainty for women. Wars are conflicts that destroy families, societies and cultures that negatively affect the health of community and cause violation of human rights. According to the data of World Health Organization (WHO) and World Bank, in 2002 wars had been among the first ten reasons which killed the most and caused disabilities. Civil losses are at the rate of 90% within all losses (1). War has many negative effects on human health. One of these is its effect of shortening the average human life. According to the data of WHO, the average human life is 68.1 years for males and 72.7 years for females. It is being thought that severe military conflicts in Africa shorten the expected lifetime for more than 2 years. In general, WHO had calculated that 269 thousand people had died in 1999 due to the effect of wars and that loss of 8.44 million healthy years of life had occurred (2, 3) . Wars negatively affect the provision of health services. Health institutions such as hospitals, laboratories and health centers are direct targets of war. Moreover, the wars cause the migration of qualified health employees, and thus the health services hitches. Assessments made indicate that the effect of destruction in the infrastructure of health continues for 5-10 years even after the finalization of conflicts (3). Due to resource requirements in the restructuring investments after war, the share allocated to health has decreased (1).
Mortalities and Morbidities
The ones who are most affected from wars are women and children. While deaths depending on direct violence affect the male population, the indirect deaths kill children, women and elders more. In Iraq between 1990-1994, infant deaths had shown this reality in its more bare form with an increase of 600% (4). The war taking five years increases the child deaths under age of 5 by 13%. Also 47% of all the refugees in the world and 50% of asylum seekers and displaced people are women and girls and 44% refugees and asylum seekers are children under the age of 18 (5) . As the result of wars and armed conflicts, women are
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Women on the Other Side of War and Poverty: Its Effect on the Health of Reproduction half myometrial invasion (myometrial thickness 17 mm, depth of invasion 6 mm) ( Figure 1A ). Histopathological diagnosis of ovarian tumor was grade 2 endometrioid adenocarcinoma with squamous and mucinous differentiation ( Figure 1B) . The capsule of the ovarian tumor was intact, pelvic and paraaortic lymph nodes were negative. The stage was 1A for endometrial cancer and 1A for ovarian cancer. Therefore, no adjuvant chemotherapy was planned. After the operation CA 125 was within normal limits (10 IU). The patient was on follow-up and 12 months after the operation CA 125 level was 112 IU. PET scan showed a small lesion (1.5 × 1.5 cm) in the pelvic cavity with increased fluorodeoxyglucose (FDG) uptake. She was treated with 9 weekly courses of paclitaxel and carboplatin. The CA 125 level after the chemotherapy was 10 IU. Five months after the chemotherapy CA 125 level elevated to 60 IU and subsequent magnetic resonance imaging (MRI) revealed a tumoral mass with the dimensions of 3 × 2.2 cm in abdominal cavity, above psoas muscles, between intestinal loops. A second laparotomy was performed and a 2.5 × 3 cm in size tumor on sigmoid colon was seen. The tumor was placed on the serosal side of the colon and was not causing bowel obstruction. No tumoral lesion was seen on psoas muscles. Multiple biopsies were taken. They were all negative. The metastasis was excited from 5 cm below the lower border and from 10 cm up the upper border of the tumor and end-to-end anastomosis was done. The examination of the tumoral mass that was extracted showed that there was endometrioid adenocarcinoma with infiltration in the serosa and muscularis propria of sigmoid colon ( Figure 1C) . Immunohistochemically, tumor cells were positive for pax8 ( Figure 1D ) and negative with WT1 and ER. The margins were clear (negative margins). The patient is still on follow up and no recurrence has occured.
Discussion
When there is contemporarily endometrial and ovarian malignancies, the differential diagnosis between metastasis and synchronous primary tumors is difficult. Histopathologic workup differentiating synchronous carcinoma from metastatic carcinoma was done. We found that each tumor was situated away from each other and that each tumor was not a metastasis of the other. Uterine cancer had less than half myometrial invasion and the grade of both uterine and ovarian tumors were almost the same. In such cases, the diagnosis is synchronous primary tumors, not metastasis. Consequently, the patient was diagnosed as having double simultaneous tumors. Histopathological diagnosis of the mass that was extracted from the sigmoid colon was endometrioid carcinoma and the specimen showed positive reaction to pax8 which is one of markers in distinguishing genital tract carcinomas. This positivity showed that the tumor in sigmoid colon was an endometrioid carcinoma metastasis. However, it could not be exactly decided whether the malignant cells in this mass were derived from endometrial and/or ovarian cancers. The WT1 is a marker for serous carcinoma; the tumor in sigmoid colon was negative for WT1; which shows that it is not serous carcinoma of the endometrium and/or ovary. The coexistence of synchronous multiple primary malig- nancies is very interesting. A case of synchronous primary carcinomas in five different organs of a female genital tract has been reported (7) . Even though the treatment is similar as if they were single primary tumors, the prognosis of patients with synchronous primary cancers are generally better than the patients with metastatic disease of a single tumor (2, 3) . In a prospective GOG study, patients with simultaneous uterine and ovarian carcinomas showed a 5-year survival of 86% and a 10-year survival of 80% and their prognosis was better than those with metastatic disease (3) . A possible explanation may be that generally ovarian tumors are diagnosed at advanced stages (75%-85% stage III/IV), while the majority of ovarian cancers in patients with synchronous multiple primary neoplasms are diagnosed at an earlier stage (8) . The rationale underlying this fact is probably the symptoms that the other primary tumor cause. Another explanation may be the fact that although ovarian and endometrial cancer are generally diagnosed in the sixth or seventh decade (8) , it has been demonstrated that the median age of the patients with synchronous primary tumors ranged from 41 to 54 years, suggesting that multiple primaries tend to occur at least 10-20 years earlier in life (2,9,10), which indicates a positive prognostic criterion. Meanwhile, our patient's prognosis was not as good as expected; she experienced a metastasis only one year after surgery. Increasing CA 125 level indicates and supports the new onset of tumor on sigmoid colon. We aimed to share our experience with a patient who had two synchronous cancers in genital tract which were concurrent endometrial and ovarian cancers. It is necessary to consider the presence of double cancer in the diagnosis and treatment of gynecological cancers.
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